Introduction {#s0001}
============

Exacerbations in patients with chronic obstructive pulmonary disease (COPD) are associated with an accelerated decline of lung function ([@cit0001]), impaired health status ([@cit0005]) and increased mortality [@cit0008]. Exacerbations of COPD, particularly those requiring hospitalizations, are a major contributor to the economic burden of COPD ([@cit0009]). The prevention of COPD exacerbations is an important longer-term goal of COPD therapy [@cit0011].

Recent studies have provided evidence that long-acting muscarinic antagonists (LAMAs) can reduce the frequency of exacerbations versus placebo ([@cit0012]) or---in a population enriched for exacerbations---versus long-acting β~2~-agonists (LABAs) ([@cit0014]). Indeed, the 2014 Global initiative for chronic Obstructive Lung Disease (GOLD) guidelines recommended LAMAs as maintenance therapy for patients with a high risk of exacerbation (≥2 exacerbations or ≥1 exacerbation leading to hospitalization in the previous year, or severe airflow limitation \[GOLD Stage III and IV\]) and/or a high level of symptoms (GOLD Groups B, C and D) [@cit0011].

Aclidinium bromide 400 μg is a twice-daily (BID) LAMA indicated as a maintenance therapy for patients with COPD [@cit0016]. Although exacerbations have been assessed in Phase III clinical studies of aclidinium and its combination with formoterol ([@cit0005]), the individual studies were not designed to assess exacerbations as a primary endpoint. Here, we investigated the effect of aclidinium monotherapy on exacerbations using pooled data from five Phase III studies of 3--6 months' duration. Additionally, we performed a novel exploratory analysis to assess the differential effect of aclidinium on exacerbations according to the GOLD Groups (A, B, C and D).

Methods {#s0002}
=======

Study design {#s0002-0001}
------------

Data were pooled from the aclidinium 400 μg BID monotherapy and placebo arms of five studies in patients with moderate-to-severe COPD, of which three studies were designed to assess the efficacy and safety of aclidinium monotherapy (ACCORD I \[NCT00891462\], ACCORD II \[NCT01045161\] and ATTAIN \[NCT01001494\]), and two were designed to assess the efficacy and safety of aclidinium/formoterol combined (ACLIFORM \[NCT01462942\] and AUGMENT \[NCT01437397\]; [Table 1](#t0001){ref-type="table"}). All five studies were multinational, multicenter, randomized, double-blind and parallel-group in design. Detailed methods of each study have been published elsewhere ([@cit0005]). Aclidinium 400 μg and placebo were administered in the morning and evening via a breath-actuated multidose dry powder inhaler (Genuair™/Pressair^®^ [^1^](#en0001){ref-type="fn"}). Table 1.Study designs.Study nameClinicalTrials.gov registrationTreatment weeksTreatment armsRandomized patientsMonotherapy ACCORD INCT0089146212Aclidinium 400 μg BID, Aclidinium 200 μg BID, Placebo561 ACCORD IINCT0104516112Aclidinium 400 μg BID, Aclidinium 200 μg BID, Placebo544 ATTAINNCT0100149424Aclidinium 400 μg BID, Aclidinium 200 μg BID, Placebo828Combination therapy ACLIFORMNCT0146294224Aclidinium/formoterol 400/12 μg BID, Aclidinium/formoterol 400/6 μg BID, Aclidinium 400 μg BID, Formoterol 12 μg BID, Placebo1,729 AUGMENTNCT0143739724Aclidinium/formoterol 400/12 μg BID, Aclidinium/formoterol 400/6 μg BID, Aclidinium 400 μg BID, Formoterol 12 μg BID, Placebo1,692[^1]

Patients {#s0002-0002}
--------

Male and female patients aged ≥40 years who were current or former smokers (≥10 pack-years) with moderate-to-severe COPD (post-bronchodilator forced expiratory volume in 1 second \[FEV~1~\] ≥30% and \<80% predicted and FEV~1~/FVC ratio \<70%) were eligible for inclusion in the studies. A history of ≥1 exacerbation was not an inclusion criterion. Exclusion criteria included presence or history of clinically significant respiratory disease (other than COPD) or cardiovascular conditions, respiratory infection or COPD exacerbation ≤6 weeks pre-screening and hospitalization for COPD exacerbation ≤3 months pre-screening.

Inhaled salbutamol (100 μg/puff) was permitted as relief medication, provided its use was discontinued 6 hours prior to study visits. Inhaled corticosteroids (ICS), oral or parenteral corticosteroids (equivalent to ≤10 mg/day of prednisone or 20 mg every other day), oral sustained-release methylxanthines and oxygen therapy (\<15 hours/day) were allowed, provided treatment was stable ≥4 weeks pre-screening. Other long-acting bronchodilators were prohibited.

Study protocols were approved by all necessary ethics committees. All patients provided written informed consent.

Assessment of exacerbations {#s0002-0003}
---------------------------

COPD exacerbations were assessed by the investigator using the Healthcare Resource Utilization definition (an increase of COPD symptoms during ≥2 consecutive days that required a change in COPD treatment). Exacerbations were categorized as mild (self-managed by the patient at home by increasing usual COPD medication \[short-acting bronchodilator and/or ICS use\]), moderate (did not lead to hospitalization, but were treated with antibiotics and/or systemic corticosteroids or an increase in dose of systemic corticosteroids) or severe (led to hospitalization \[overnight stay or emergency room visit\]). A COPD exacerbation was considered a new exacerbation episode if the patient had not taken oral steroids and antibiotics for ≥14 days since the previous exacerbation.

Statistical analysis {#s0002-0004}
--------------------

Individual data were pooled from the aclidinium monotherapy and placebo arms of the intent-to-treat (ITT) population (all patients who received at least one dose of the study medication and had a baseline and at least one post-baseline FEV~1~ assessment) in each study. Exacerbation rates were annualized by dividing the number of exacerbations by the number of days the patient participated and multiplying by 365.25.

For analyses of exacerbation rates and time to first exacerbation, data were stratified according to the GOLD COPD assessment (Groups A, B, C and D) based on level of symptoms (St. George\'s Respiratory Questionnaire \[SGRQ\] total score \<25 \[Groups A and C\] or ≥25 \[Groups B and D\] [@cit0023]), airflow limitation severity (GOLD Stage I or II vs. III or IV) and previous exacerbation history (≤1 vs. ≥2 within the previous year) [@cit0024]. For further analysis, patients were also pooled by level of symptoms (low \[Group A+C\] vs. high \[Group B+D\]). Data were also stratified by baseline ICS use for analyses of exacerbation rates.

Whether or not patients experienced ≥1 COPD exacerbation was analyzed based on a logistic regression model with treatment group, study, smoking status and baseline airflow limitation severity as factors. The number of COPD exacerbations was analyzed using a negative binomial regression model with the total number of COPD exacerbations as response. Exposure time was included as an offset. Time to first exacerbation was analyzed using a Cox proportional hazard model, with time from first study dose to failure (an exacerbation) right censored by study termination (withdrawal or study end -- whichever occurred first). Both models included age, treatment group, study, sex, baseline ICS use, baseline airflow limitation severity and smoking status as covariates.

Results {#s0003}
=======

Patients {#s0003-0001}
--------

In total, 2,521 patients were included[^Table\ 2^](#t0002){ref-type="table"} in the pooled analysis (ITT population). Patient demographics and baseline characteristics were similar across the five studies, although ATTAIN and ACLIFORM had a higher proportion of male patients and AUGMENT had fewer patients with ≥1 exacerbation in the 12 months prior to study entry ([Table 2](#t0002){ref-type="table"}). Overall, 28.3% of patients had experienced ≥1 exacerbation in the previous year ([Table 2](#t0002){ref-type="table"}). The majority of patients were classified in GOLD Groups B (41.4%) and D (47.9%; [Figure 1](#f0001){ref-type="fig"}). Most patients in GOLD Group D were classified as such due to a FEV~1~ lower than 50% of the reference. ICS use was similar between treatment groups in each study. Overall, 39.5% of patients in the placebo group and 38.3% of patients in the aclidinium group were using concomitant ICS ([Figure 2](#f0002){ref-type="fig"}). Table 2.Patient demographics and baseline characteristics (ITT population). ACCORD IACCORD IIATTAINACLIFORMAUGMENTPooled placebo armsPooled aclidinium 400 μg BID armsOverallNumber of patients375[^a^](#t2fn0001){ref-type="fn"}359[^a^](#t2fn0001){ref-type="fn"}542[^a^](#t2fn0001){ref-type="fn"}577[^a^](#t2fn0001){ref-type="fn"}668[^a^](#t2fn0001){ref-type="fn"}1,1651,3562,521[^a^](#t2fn0001){ref-type="fn"}Age, years, mean (SD)65.0 (9.4)62.4 (9.2)62.4 (8.2)63.5 (8.1)63.9 (8.8)63.2 (8.7)63.6 (8.7)63.4 (8.7)Male (%)52.052.668.567.954.359.860.059.9Current smoker (%)44.553.253.947.550.951.249.350.1Smoking history, pack-years, mean (SD)55.1 (28.4)53.4 (28.0)40.3 (19.8)39.7 (19.9)52.7 (27.3)47.9 (25.9)47.2 (25.1)47.5 (25.5)Post-bronchodilator FEV~1~ (% predicted)54.4 (13.2)52.7 (13.3)56.4 (12.5)54.0 (13.2)52.8 (13.3)54.7 (13.3)53.6 (13.0)54.1 (13.2)COPD severity (GOLD stage) (%) Stage I (mild)0.00.60.00.00.30.20.10.2 Stage II (moderate)61.753.867.359.254.359.958.659.2 Stage III (severe)37.745.732.740.644.739.541.040.3 Stage IV (very severe)0.50.00.00.20.80.40.20.3Patients with ≥1 exacerbation prior to study entry (%)25.324.034.436.420.526.430.028.3Patients with SGRQ total score ≥25 (%)88.088.989.588.284.487.088.187.5[^2][^3] Figure 1.Pooled analysis population, stratified by GOLD group (ITT population). ^a^Patients had FEV~1~ 30--80% predicted. There were 62 patients with insufficient data for GOLD classification. ITT, intent-to-treat; GOLD, Global initiative for chronic Obstructive Lung Disease; *N*, number of patients in aclidinium 400 μg and placebo groups. Figure 2.Concomitant ICS use by study and overall (ITT population). ICS, inhaled corticosteroid; ITT, intent-to-treat; *N*, number of patients in aclidinium 400 μg and placebo groups.

Number of exacerbations {#s0003-0002}
-----------------------

In the pooled analysis, 12.5% of patients in the aclidinium group and 15.7% of patients in the placebo group had ≥1 exacerbation of any severity; the odds of a patient experiencing ≥1 exacerbation of any severity were reduced with aclidinium 400 μg versus placebo (odds ratio \[OR\]  =  0.78, *p*  =  0.039; [Table 3](#t0003){ref-type="table"}). In addition, in four of the five individual studies, the proportion of patients who experienced ≥1 COPD exacerbation of any severity was greater in the placebo group than in the aclidinium group ([Table 3](#t0003){ref-type="table"}). Similarly, the proportion of patients who experienced ≥1 moderate-to-severe exacerbation was numerically lower with aclidinium compared with placebo in each study; however, these results did not reach statistical significance at the study level or overall ([Table 3](#t0003){ref-type="table"}). Table 3.Patients with ≥1 exacerbation. MonotherapyCombination therapy  3-month studies6-month studies  ACCORD IACCORD IIATTAINACLIFORMAUGMENTOverallNumber of patients375359542579[^a^](#t3fn0001){ref-type="fn"}669[^a^](#t3fn0001){ref-type="fn"}2,521[^a^](#t3fn0001){ref-type="fn"}Patients with ≥1 exacerbation of any severity, % Aclidinium 400 μg6.310.714.110.917.512.5 Placebo11.910.420.513.418.115.7  OR vs. placebo0.510.950.640.780.960.78  *p*-value0.0730.8860.0510.3610.8480.039Patients with ≥1 moderate-to-severe exacerbation, % Aclidinium 400 μg5.89.612.38.815.710.9 Placebo8.610.416.110.816.613.3  OR vs. placebo0.650.820.730.790.940.82  *p*-value0.2920.5840.2060.4230.7680.116[^4][^5]

Rate of exacerbations {#s0003-0003}
---------------------

In the pooled data, aclidinium reduced the rate of exacerbations of any severity compared with placebo (rate ratio \[RR\]  =  0.79, *p*  =  0.026; [Figure 3A](#f0003){ref-type="fig"}). By GOLD group, the reduction in the rate of exacerbations with aclidinium compared with placebo was greatest in GOLD Groups B and D ([Figure 3B](#f0003){ref-type="fig"}) and a rate reduction was also observed with aclidinium in GOLD Group D and GOLD Group B+D (Group D: RR  =  0.76, *p*  =  0.052; Group B+D: RR  =  0.78, *p*  =  0.025; [Figure 3B](#f0003){ref-type="fig"}). Results for Groups A and C are not shown individually due to the low number of patients and non-convergence of the statistical model. Additionally, the rate of exacerbations of any severity was very low in Groups A and C (placebo: 0.20 and 0.05 exacerbations per patient per year, respectively) compared with Groups B and D (placebo: 0.44 and 0.74 exacerbations per patient per year, respectively). Figure 3.Rate of COPD exacerbations of any severity (A) overall (individual studies and pooled analyses)^a^ and (B) stratified by GOLD group (pooled analysis). ^a^Exacerbations analyses from the individual ACLIFORM and AUGMENT studies are reported for the ITT-exacerbations populations of the aclidinium monotherapy and placebo arms only (579 and 669 patients, respectively; all patients who received at least one dose of the study medication), as specified in the study protocols and published previously ([@cit0020]); pooled analyses include data from the ITT populations (577 and 668 patients, respectively; all patients who received at least one dose of the study medication and had a baseline and ≥1 post-baseline FEV~1~ assessment) for consistency with the ACCORD I, ACCORD II and ATTAIN study populations. Percentages are the proportion of all GOLD-classified patients (*N*  =  2,459) in each GOLD group. CI, confidence interval; COPD, chronic obstructive pulmonary disease; GOLD, Global initiative for chronic Obstructive Lung Disease; ITT, intent-to-treat; RR, rate ratio; *N*, number of patients in aclidinium 400 μg and placebo groups.

The data for moderate-to-severe exacerbations followed a similar pattern to the data for exacerbations of any severity, with a reduction in exacerbation rate with aclidinium compared with placebo (RR  =  0.80, *p*  =  0.044; [Figure 4A](#f0004){ref-type="fig"}). [Figure 4B](#f0004){ref-type="fig"} presents data for the rate of moderate-to-severe exacerbations stratified by GOLD group. The reduction in rate of moderate-to-severe exacerbations with aclidinium versus placebo was greatest in GOLD Group D (RR  =  0.73, *p*  =  0.045) and there was a reduction in GOLD Group B+D (RR  =  0.78, *p*  =  0.031). Again, the data for Groups A and C are not presented individually for the reasons stated above. The rate of moderate-to-severe exacerbations in Groups B and D was higher than in Groups A and C (placebo rates: 0.38 and 0.63 exacerbations per patient per year vs. 0.10 and 0.01 exacerbations per patient per year, respectively). Figure 4.Rate of moderate-to-severe COPD exacerbations (A) overall (individual studies and pooled analyses)^a^ and (B) stratified by GOLD group (pooled analysis). ^a^Exacerbations analyses from the individual ACLIFORM and AUGMENT studies are reported for the ITT-exacerbations populations of the aclidinium monotherapy and placebo arms only (579 and 669 patients, respectively; all patients who received at least one dose of the study medication), as specified in the study protocols and published previously ([@cit0020]); pooled analyses include data from the ITT populations (577 and 668 patients, respectively; all patients who received at least one dose of the study medication and had a baseline and ≥1 post-baseline FEV~1~ assessment) for consistency with the ACCORD I, ACCORD II and ATTAIN study populations. Percentages are the proportion of all GOLD-classified patients (*N*  =  2,459) in each GOLD group. CI, confidence interval; GOLD, Global initiative for chronic Obstructive Lung Disease; ITT, intent-to-treat; RR, rate ratio; *N*, number of patients in aclidinium 400 μg and placebo groups.

When stratified by concomitant ICS use, exacerbation rates were numerically higher in patients who were using ICS compared with those who were not using ICS ([Table 4](#t0004){ref-type="table"}). In addition, there was a reduction in exacerbation rate with aclidinium 400 μg versus placebo for exacerbations of any severity (*p* \< 0.026) and moderate-to-severe exacerbations in the overall patient group (*p* \< 0.044), but not those with concomitant ICS use or those without concomitant ICS use when considered separately ([Table 4](#t0004){ref-type="table"}). Table 4.Exacerbation rates stratified by concomitant ICS use (ITT population). OverallICSNo ICSRate of exacerbations of any severity (per patient per year) Aclidinium 400 μg, *N*  =  1,3560.410.540.32 Placebo, *N*  =  1,1650.520.670.42 RR vs. placebo0.790.800.77 *p*-value0.0260.1170.090Rate of moderate-to-severe exacerbations (per patient per year) Aclidinium 400 μg, *N*  =  1,3560.350.460.27 Placebo, *N*  =  1,1650.440.570.35 RR vs. placebo0.800.820.76 *p*-value0.0440.1940.117[^6]

Time to first exacerbation {#s0003-0004}
--------------------------

Aclidinium increased the time to first exacerbation of any severity compared with placebo overall (hazard ratio \[HR\]  =  0.79, *p*  =  0.026; [Figure 5A](#f0005){ref-type="fig"}) and for patients in GOLD Group B+D (HR  =  0.79, *p*  =  0.031; [Figure 5C](#f0005){ref-type="fig"}) but not GOLD Group A+C (HR  =  0.99, *p*  =  0.972; [Figure 5B](#f0005){ref-type="fig"}). The changes in time to first moderate-to-severe exacerbation with aclidinium versus placebo followed a similar pattern (all patients: HR  =  0.82, *p*  =  0.081; Group B+D: HR  =  0.81, *p*  =  0.073; Group A+C: HR  =  1.37, *p*  =  0.511). Figure 5.Time to first COPD exacerbation of any severity in (A) all patients; (B) patients in GOLD Groups A and C; and (C) patients in GOLD Groups B and D (ITT population). COPD, chronic obstructive pulmonary disease; GOLD, Global initiative for chronic Obstructive Lung Disease; HR, hazard ratio; ITT, intent-to-treat; *N*, number of patients.

Discussion {#s0004}
==========

This pooled analysis shows that aclidinium 400 μg BID reduces the frequency of exacerbations in patients with COPD with moderate-to-severe airflow limitation. Specifically, the number of exacerbations of any severity was reduced with aclidinium compared with placebo (*p*  =  0.039), as was the annual rate of both moderate-to-severe exacerbations (*p*  =  0.044) and exacerbations of any severity (*p*  =  0.026). Additionally, aclidinium 400 μg delayed the time to first exacerbation of any severity in all patients (*p*  =  0.026); however, the delay in the time to first moderate-to-severe exacerbation did not reach statistical significance. Finally, the reduction in exacerbation frequency was most apparent in GOLD Groups B and D (i.e. patients with more symptoms), although it should be noted that patient numbers in Groups A and C were low (10.7% of the total population).

In this pooled analysis, aclidinium 400 μg reduced the rate of exacerbations of any severity and moderate-to-severe exacerbations by approximately 20% compared with placebo. These results are consistent with recent studies of other LAMAs. For example, the 26-week GLOW 1 study and the 52-week GLOW 2 study demonstrated reduced rates of exacerbations of 28--34% with glycopyrrolate 50 μg once daily (QD) versus placebo [@cit0013]. The 4-year UPLIFT trial showed a 14% reduction in rate of exacerbations with tiotropium 18 μg QD versus placebo (although it should be noted that LABAs and ICS were allowed as concomitant medication) [@cit0012], in contrast to most short-term studies. Similar to the GLOW and UPLIFT studies, our study populations were not enriched for exacerbations, and although reductions in the rate of exacerbations were observed with aclidinium versus placebo, treatment effects may be greater in a population with a history of exacerbations. Indeed, the highest rates of exacerbation were observed in symptomatic patients (GOLD Groups B and D) and it was these patients who displayed the largest reductions in exacerbation rates with aclidinium versus placebo. The 1-year MISTRAL study included a patient population enriched for exacerbations and found a 35% reduction in rate of exacerbations with tiotropium 18 μg QD versus placebo [@cit0025]. Greater reductions in exacerbation rates have also been demonstrated with LAMAs compared with LABAs in patient populations enriched for exacerbations ([@cit0014]). Similarly, in the present analysis, aclidinium significantly reduced exacerbations of any severity in patients with concomitant ICS use but not patients without concomitant ICS use, and this may be due to the higher exacerbation rate in patients who are prescribed ICS.

In addition to the effects on exacerbation rates,[^Table\ 4^](#t0004){ref-type="table"} [^Figure\ 5^](#f0005){ref-type="fig"} we observed a delay in time to first exacerbation of any severity with aclidinium versus placebo and a delay in time to first moderate-to-severe exacerbation. Again, these results are consistent with previous studies with other LAMAs ([@cit0012]); however, it should be noted that comparing the treatment effects in our pooled analysis with those observed in other studies can be problematic due to major differences in study design (e.g. differences in patient population, treatment duration, allowed concomitant medications and exacerbation endpoints).

Investigating the effects of treatment on exacerbations according to the new GOLD classification may be useful for identifying differences in response in different GOLD groups and thus predicting which patients will respond better to a particular therapy. However, our sub-group analysis is limited by the low patient numbers and rate of exacerbations in GOLD Groups A and C. The distribution of patients across GOLD groups will depend on the methods used for GOLD classification (i.e. modified Medical Research Council vs. COPD Assessment Test vs. SGRQ and airflow limitation vs. exacerbation history vs. both) ([@cit0026]). The COPDgene study used the same classification parameters (SGRQ, airflow limitation and exacerbation history) as our pooled analysis and reported a higher proportion of patients in Group A (29.4% vs. 8.1%), a lower proportion in Group B (24.7% vs. 47.9%) and a similar proportion in Groups C (4.9% vs. 2.6%) and D (41.0% vs. 41.4%) [@cit0023]. These results suggest that a greater proportion of patients had an SGRQ score ≥25 in our pooled analysis compared with the COPDgene study, possibly a consequence of different inclusion criteria (patients with moderate-to-severe vs. any severity of airflow limitation) or geographical variations in SGRQ due to real or perceived differences in health status (our pooled analysis included study sites in North America, Europe, Africa and the Asia-Pacific region; the COPDgene study was conducted in North America) [@cit0023].

The mechanisms by which LAMAs may help prevent COPD exacerbations are not well understood [@cit0030]. Various mechanisms have been proposed, including improved lung mechanics and bronchodilation, reduced lung hyperinflation, reduced airway resistance, improved inspiratory capacity, reduced sputum production, inhibition of viral activity in the lung, and direct and indirect effects on lung inflammation [@cit0030].

Pooling of data from studies with similar designs can confirm trends that are observed/reveal trends that may not be evident in the individual studies, particularly when the event rate is low. In this analysis, pooling of data gave a sufficient number of patients in each GOLD group for exploratory sub-group analyses.

One potential limitation of this pooled analysis is the relatively short duration of the five studies. However, a recent systematic review of tiotropium versus placebo showed similar reductions in exacerbation rates in studies of \<1 year (13 studies of 3--6 months and one study of 9 months) and studies of ≥1 year (six studies of 1 year, one study of 2 years and one study of 4 years) [@cit0031], suggesting that shorter studies can still provide reliable estimates of treatment effect. Another potential limitation is the use of SGRQ for segregating GOLD classification groups as GOLD only uses the modified Medical Research Council dyspnoea scale, COPD assessment test or Clinical COPD Questionnaire[^Figure\ 5^](#f0005){ref-type="fig"} for this purpose [@cit0011].

Conclusions {#s0005}
===========

The results of this pooled analysis add to the growing body of evidence that the use of a LAMA as maintenance therapy can help prevent exacerbations of COPD by demonstrating an effect within a relatively short period of time (3--6 months). In a population of patients with COPD that is not enriched for exacerbations, aclidinium 400 μg BID may reduce the frequency of exacerbations by approximately 20% compared with placebo. The treatment effect may have been greater in symptomatic patients because these patients had higher rates of exacerbation compared with non-symptomatic patients and reductions in rate are more likely to be observed in patients with more frequent exacerbations.

Declaration of interest {#s0006}
=======================

This pooled analysis was funded by Almirall S.A., Barcelona, Spain. Almirall S.A. designed and conducted the pooled analysis and reviewed the data. Almirall S.A. and AstraZeneca PLC were involved in review of the manuscript. Suzanne McAllister, PhD, and Richard Knight, PhD, of Complete Medical Communications (Macclesfield, UK), provided medical writing support funded by AstraZeneca PLC, Barcelona, Spain.

JAW has received research grants from GSK, Takeda, Almirall, Novartis, Johnson & Johnson and Vifor Pharma; honoraria for advisory boards and/or lectures from Almirall, Novartis, GSK, Boehringer Ingelheim, Takeda, Johnson & Johnson, Vifor Pharma, Napp, Pfizer and AstraZeneca. AA has received research grants from Almirall, AstraZeneca, GSK, Menarini and MSD as well as honoraria for lectures or advisory boards from Almirall, AstraZeneca, Boehringer Ingelheim, Chiesi, GSK, Menarini, Novartis, Teva, Kyorin, Glenmark and Takeda. GD has received honoraria for advisory boards for Almirall and lecture fees from Micom SPr. FC is an employee of AstraZeneca PLC, Barcelona, Spain and former employee of Almirall S.A., Barcelona, Spain. RL is an employee of AstraZeneca PLC, Barcelona, Spain, and former employee of Almirall S.A., Barcelona, Spain. EGG is an employee of AstraZeneca PLC, Barcelona, Spain and former employee of Almirall S.A., Barcelona, Spain.

The authors would like to thank the study investigators at each of the participating centers for their contribution to the studies.

Registered trademark of AstraZeneca group of companies; for use within the USA as Pressair® and as Genuair™ within all other licensed territories.

[^1]: BID, twice-daily.

[^2]: ^a^Includes patients in the aclidinium 400 μg and placebo arms.

[^3]: BID, twice-daily; COPD, chronic obstructive pulmonary disease; FEV~1~, forced expiratory volume in 1 second; GOLD, Global initiative for chronic Obstructive Lung Disease; ITT, intent-to-treat; SD, standard deviation; SGRQ, St. George\'s Respiratory Questionnaire.

[^4]: ^a^Exacerbations analyses from the individual ACLIFORM and AUGMENT studies are reported for the ITT-exacerbations populations (579 and 669 patients, respectively; all patients who received at least one dose of the study medication), as specified in the study protocols and published previously ([@cit0020]); pooled analyses include data from the ITT populations (577 and 668 patients, respectively; all patients who received at least one dose of the study medication and had a baseline and ≥1 post-baseline FEV~1~ assessment) for consistency with the ACCORD I, ACCORD II and ATTAIN study populations.

[^5]: ITT, intent-to-treat; OR, odds ratio

[^6]: ICS, inhaled corticosteroid; ITT, intent-to-treat; *N*, number of patients; RR, rate ratio.
